Abstract: From 1969 to 1990 the alcoholism mortality rate for American Indians/Alaska Natives (AVAN) has been steadily decreasing. Compared to the U.S. All Races overall rate decrease of 7.8% in that time period, the Al/AN rate has decreased 33.6%, a remarkable fourfold decrease in the mortality rate due to alcoholism. 
and prevention programs, and treatment for adult family members of youth in treatment centers.
The support IHS has received to combat its number one health problem, alcoholism and substance abuse, has grown more than four times since 1983 when funds were received for adult treatment only. The budget has risen from $20.2 million in 1983 to over $82.3 million in FY 1993 with the increase in resources for youth treatment, community education and training, aftercare services, urban substance abuse and prevention programs, and treatment for family members of youth in treatment (see Appendix A).
Yet, IHS has stated, "In 1989-1991, the age-adjusted alcoholism mortality rate for the IHS service area population was 37.6. When the 3 IHS Areas (Oklahoma, California, and Portland) with apparent problems in underreporting of Indian race on death certificates are excluded, the rate is 51.8. This is 630% higher than the U.S. All Races rate of 7.1 for 1990. The Aberdeen Area rate of 95.6 was 13.5 times the U.S. rate:' (Chart 4.22, Age-Adjusted Alcoholism Mortality Rates, Calendar Years 1989-1991. Regional Differences in Indian Health, 1994). Current IHS strategies designed to decrease mortality associated with alcoholism do not appear to be working as successfully as hoped for. Those strategies include basic contracting for such services as alcoholism counseling, primary residential treatment, halfway house, limited educational services in school systems, residential treatment centers for youth and other youth prevention activities by IHS Area Offices with tribes and urban programs as well as relying upon additional resources from other federal entities such as the National Center for Substance Abuse Prevention (NCSAP) and Treatment (NCSAT) for specialized interventions. Since 1969, the alcoholism mortality rate has been going down, yet observation indicates that the rate has been accelerating since 1986 (see Table 2 below). Several factors (not the subject of this article) may contribute to the increasing rate including lack of service components available or, at least, a lack of an appropriate mix of service components, trained and certified staff to deal with the problem, wage and working conditions (lack of licensed facilities) low per capita expenditures for treatment, insufficient aftercare services, and the non-prioritization for expenditure of resources among other administrative problems.
In an effort to better understand this phenomenon, the author collected and ranked the data related to the allocation of federal funds and breadth of program components available throughout the ASAPB using budgetary, service population, and mortality data available for each Area.
Procedure
Data were collected from a service components list published by the ASAPB for each IHS Area, the ASAPB budget document for 1993 listing alcoholism and substance abuse allocations to each IHS Area, the IHS service population as published in The author calculated the per capita expenditures by dividing the allocation to each IHS Area by the service population. The IHS Area with the highest per capita expenditure was ranked number 12; the second highest was ranked number 11, and so on until the ranking was complete. A similar procedure was used for mortality rate rank order, service population rank order, allocation rank order, and service components rank order. The data were then regressed with a stepwise multiple regression analysis to predict the mortality rate rank in a first analysis. Independent variables included population, allocation, total service components available for treatment, and per capita expenditures.
Results
In ordering the IHS Areas by mortality rate order with services population, per capita expenditures and service components available, the author found that Aberdeen Area was first in mortality rate, third in per capita expenditures, fourth in service components available and seventh in services population. Aberdeen Area is the fourth highest in IHS allocations of alcoholism and substance abuse funds.
Billings was second in mortality rate, first in per capita expenditures, seventh in allocations, and tenth in both services population and service components available. Navajo Area was third in mortality rate, first in allocations, second in services population, and eleventh in both per capita expenditures and service components available.
Please refer to The F-ratio was 3.3984 with 4 and 7 degrees of freedom. The probability of chance was 0.0759. Regression coefficients are listed in Table 5 . At best, a weak association can be found of allocation and per capita expenditure rank orders with mortality rank order at the zero-order level. One would hope that a sufficient amount of funds would impact the mortality rate. However, given the few observations available, small sample size, and associated low statistical power with 12 cases, this can hardly be stated with assurance.
Observation of the raw data indicate the Area with the highest service population has the lowest mortality and per capita expenditure rates. The Area with the highest allocation also has the next to lowest per capita expenditure and service components available rankings. The Area with the highest mortality rate rank has moderately high per capita expenditure and service components available ranks. One should use caution in interpreting the raw data as well as the results of this review.
Recommendation
It is beyond the scope of this article to review other factors which could contribute to a reduction of the alcoholism mortality rate. Such factors may include the quality of services delivered, the quantity and frequency of aftercare, acceptability and accessibility of those services, and coordination among other service providers.
Among other considerations, the quality of services is determined by training and expertise of staff, salary considerations, facility requirements, numbers of staff, quality of supervision, inservice education, appropriateness of service delivered to the problem presented.
Alcoholism especially is a chronic disease where relapse is the norm. An essential element of any treatment plan to counteract this characteristic is the provision of aftercare service, a combination of active treatment with community support to change a lifestyle. The availability of appropriately trained aftercare personnel and support services is critical to the successful intervention of alcoholism.
If basic services are not acceptable, i.e., the "right" mixture of services provided by trained staff who are at least cognizant of, if not representative of, community cultural standards and beliefs, those requiring services will not seek them. Such services must also be accessible, i.e., available in locations and at times where and when needed. Where elements of the continuum of services are not supplied, coordination among other service providers is a must to close the net around those who would fall through.
A review of these latter elements argues for the need for IHS to develop a services research agenda into the escalating mortality rate as a function of quality assurance activity. IHS should undertake a retrospective study of those who have died from alcoholism related causes to determine those characteristics of the present treatment system which need reinforcement or change.
Such a study would yield valuable information about the integration of the tribal treatment system with the IHS hospital and health clinics program and yield data about whether detoxification services were available, the nature and amount of aftercare given/received, the amount and type of treatment received while alive, in addition to valuable demographic information. Whether IHS has the capacity for such a critical examination is beyond the scope of this review; however, individual tribes would benefit from the data obtained to improve service delivery if such a study were done.
Very difficult choices face IHS. Should the funds made available by Congress for the control of alcoholism be tied to population indices? If so, those tribes with the highest population should receive the greater amount of funds. Or should IHS solely distribute those funds on the basis of years of productive life lost? If so, then those tribes doing whatever they are doing to keep alcoholism mortality low may have funds taken from them to be reallocated to high mortality areas. Since urban areas are underrepresented in the distribution of funds, should IHS reconsider its allocation process to provide more support in higher population centers?
The issues generated by this inquiry are many. These issues place IHS in the unenviable position of having to balance political correctness with the remediation of its most significant health problem. While the ASAPB notes the chronic disease effects on the individual, the family, and the community cannot be measured by a single data unit (mortality -paragraph 3), it uses the same unit to "reflect(s) the results of the past 10 years of early intervention and increased prevention and treatment services, notably for young people, families, and women" I am not sure which point the ASAPB wishes to make.
Either one can use this very important measure of effectiveness or one cannot, and, if not, then what measure? Indian Health Service (IHS) uses mortality data to measure the progress of many health conditions, alcoholism included. As a matter of fact, it is the only measure used in their publications as an index of effectiveness for many interventions.
In the case of alcoholism, the author would hope for increased interventions whether on a treatment or a prevention level to reduce mortality and morbidity among AVANs. He also would hope that the ASAPB would not rely upon the dodge often used by IHS officials that "tribal sovereignty is the central foundation for intervention" when leadership within the system is an issue as exemplified by the lack of responsiveness of the IHS hospital system to community interest and concerns about detoxification, the lack of support from the highest administrative levels to the development and enforcement of adequate admission and follow up treatment policy, as well as the lack of reporting data upon which remediation efforts could be rationally planned.
IHS only reports mortality data in regard to alcoholism in its official publications; hence, the perhaps "simplistic" approach the author chose to review some of the ASAPB information base. It neither reports morbidity nor other impact data (with the exception of the charts and graphs the author reported in the Trends in Indian Health for the years of 1989 to 1991 for other substances of abuse from the Alcoholism Treatment Guidance System). The author believes mortality data become the standard upon
